RESPIRATORY OBSTRUCTION DUE TO A ROUND WORM
Sir,-Your issue for November 1971 has just come to hand. The report by D. G. Moyes and M. A. Rogers (Brit. J. Anaesth., 43, 1099 ) emphasizes a real hazard in areas where ascaris is endemic, and is a salutary reminder that intubation of the trachea does not necessarily guarantee a clear airway. Obstruction from this cause has in fact been reported previously (Boulton and Cole, 1967) .
We recently had a similar experience. A 12-year-old boy was admitted with a diagnosis of tetanus, and was treated conservatively. His condition had improved sufficiently to warrant a reduction in the dosage of sedative drugs when he developed signs of respiratory insufficiency and retention of secretions. Following the injection of 15 mg of tubocurarine the trachea was intubated with a 6.5 mm cuffed tube. His condition improved after the institution of intermittent positive pressure ventilation and aspiration of the trachea.
Twenty minutes later there was sudden difficulty in ventilation, which was followed rapidly by cardiac arrest. On examination extensive surgical emphysema was noted in the neck, and a needle inserted into the right pleural cavity revealed a tension pneumothorax. Removal of the endotracheal tube revealed the cause of the trouble. A large round worm (ascaris), doubled back on itself, was projecting from the tip of the endotracheal tube. In this position it acted as a non-return valve allowing inflation, but not deflation, of the lung. 
T. J. MIMPRISS

Tanzania, East Africa
USE OF OXYGEN BYPASS BUTTON OF BOYLE MACHINE TO TRIGGER VENTURI VENTILATION DURING BRONCHOSCOPY
Sir,-Intermittent jets of oxygen delivered under pressure via a venturi system have been used to ventilate patients undergoing bronchoscopy (Sanders, 1967) . The oxygen plus the entrained room air provide the necessary pressures and volumes required for ventilation. Sanders' apparatus consists of an injector unit connected via a high-pressure tubing to an oxygen source with a two-stage reducing valve to regulate the pressure. A manually operated shutoff valve in the pressure line allows jets of oxygen to be insufflated intermittently.
To simplify the technique, Spoerel (1969) has used a 16 s.w.g. needle mounted on a screw clamp as the injector unit, while Hart (1970) has used the occlusive roller of an infusion set to regulate the intermittent flow of oxygen. In the present report we have used the oxygen bypass button of the Boyle anaesthesia machine to deliver the intermittent jets of oxygen without the need of extra equipment.
The Boyle machine is connected to the hospital pipeline, which delivers oxygen at a pressure of 60 p.s.i. Oxygen jets are flushed by the oxygen bypass button to an injector unit adapted to the head of the bronchoscope. The nozzle of the injector is 0.9 mm in diameter.
After induction of anaesthesia and apnoea with thiopentone and suxamethonium, the bronchoscope is inserted. Ventilation is achieved by intermittent depression of the oxygen bypass button at a rate about 12 per minute. The button is depressed just enough to give "the desired flow rate as judged by watching chest expansion and listening to air entry. In 10 adult patients, arterial Po 2 and Pco, levels were determined before and at the end of the procedure prior to withdrawal of the bronchoscope (table I) . A 52-year-old male, who had been diagnosed as acromegalic in 1963, complained of increasing headaches and numbness of the hands since 1969. Mild diabetes, controlled by diet and chlorpropramide, had been present since 1970. There was marked hoarseness of the voice, but this had been present since 1945 and had been ascribed to polypi of the vocal cords; there had been no respiratory embarrassment at any time. On examination he was grossly acromegalic, with coarse skin, huge extremities, prognathism so marked that an extra upper denture was required to obtain dental occlusion and a very large tongue. His general condition was good; blood pressure 150/90 mm Hg; weight 98.6 kg. Investigations indicated that growth hormone levels were high. Tomograms of the larynx showed marked swelling of the aryepiglottic folds on both sides. Preoperative indirect laryngoscopy was completely unsuccessful.
For the proposed trans-sphenoidal hypophysectomy, the patient was premedicated with papaveretum 20 mg and hyoscine 0.4 mg; 100 mg hydrocortisone was given with the premedication. Induction of anaesthesia was with thiopentone 500 mg, and suxamethonium 100 mg given for intubation. After easy inflation of the lungs with oxygen, intubation was attempted using the largest Macintosh and Magill laryngoscope blades, and employing various positions of the head. No view of the larynx could be obtained, the anatomy being grossly distorted by oedematous masses of mucous membrane. Despite several attempts by both the anaesthetist and surgeon, orotracheal intubation was found impossible. Tracheostomy was therefore performed under nitrous oxide, oxygen and halothane anaesthesia administered by a face mask, and a 39 f.g. cuffed Portex tracheostomy tube inserted. Having secured the airway, a further attempt was made to visualize the patient's larynx, but apart from observing diffusely thickened mucosa in the vallecula, epiglottis, lateral and posterior pharyngeal walls, and polypoidal masses obscuring the opening of the glottis, this was in vain. It was decided to postpone the hypophysectomy until the following week, when it was performed under hypotensive anaesthesia. The operation time was 2-J hours, and was uneventful except for the development of occasional extrasystoles after removal of the tumour; these were controlled by propranolol 5 mg.
Three days after the hypophysectomy, the trachea was decannulated, and the airway has remained satisfactory since. The quality of the voice, while still hoarse, has improved. This is presumed to be due to some resolution of the oedema of the cords following hvpophysectomy, though still no view has been obtained of the larynx by either direct or indirect laryngoscopy, notwithstanding several attempts including the use of the fibreoptic nasopharyngoscope.
Despite the presence of voice changes in the other five cases encountered last year, all were successfully intubated and none developed any postoperative respiratory distress. The problem in the case described lay not so much in the presence of oedema causing narrowing of the glottic opening, but the extreme degree of prognathism and distortion of the anatomy which made it impossible for experienced endoscopists using recognized manoeuvres even to visualize the glottic aperture. The employment of blind nasal intubation or retrograde cricothyroid catheters would have been inappropriate here, and resort to tracheostomy was undoubtedly the correct procedure.
I am glad to acknowledge the kindness of my surgical colleague Mr J. D. Glanyille, for permitting me to report this case, and for his assistance.
JAMES M. B. BURN
Southampton
LUMBAR EPIDURAL BLOCK IN LABOUR: A CLINICAL ANALYSIS
Sir,-As always it is a pleasure to read any article on obstetric anaesthesia by Dr Crawford (Brit. J. Anaesth. (1972), 44, 66) . However, we no longer feel that continuous lumbar epidural anaesthesia is contraindicated in patients who have had a previous lower segment Caesarean section and in whom subsequent vaginal delivery can be safely anticipated. Rather it is a help to relieve pain, so that an unnecessary repeat Caesarean section may be avoided for maternal distress on the assumption that the scar may be rupturing; a rise in the maternal pulse rate in the absence of any maternal distress under epidural is, we would think, a more valuable guide to impending rupture of the scar.
In a personal series of 348 cases (D.K.), 11 of whom have had previous Caesarean section we have been impressed by the steady pulse rate, which is carefully monitored throughout labour. All have had vaginal deliveries (6 forceps, 5 s.v.d.). Where an obstetrician considers tenderness over the scar to be a significent aid to diagnosis, time can be allowed between "top-ups" in which to elict this sign.
Nor do we regard continuous lumbar epidural anaesthesia contraindicated in breech delivery, rather does it allow of unhurried assessment of labour and of the method of delivery. The technique employed in breech deliveries differs in that positive steps are taken to retain perineal sensation and so avoid a breech extraction.
DERMOT KELLY S. R. HEWITT
Ballinasloe, Co. Galway
Sir,-I thank your correspondents for their courteous and interesting comments. I am in considerable agreement with their views respecting the provision of an epidural block for patients who have had a Caesarean section (excluding those who have a "classical" scar) and in cases of breech presentation. We are, indeed, tentatively engaging in these practices ourselves.
Many of your readers will appreciate that these matters are prompting considerable discussion within and between the many U.K. centres in which an epidural service for obstetrics is being developed. My own attitude has been (possibly uncharacteristically) conservative, and I would ask your indulgence for space in which to explain why this has been so.
The burgeoning of interest in application of lumbar epidural block for labour and delivery in this country is of very recent origin. Any innovation of therapy which is not directed to reducing mortality and serious morbidity must be conducted with extra caution. I have contended that the provision of an epidural block for a patient with a breech presentation poses, on the basis of reported experience, an increased hazard to the infant (a similar comment applies to multiple pregnancy). The situation in respect to "previous section" is not so well documented, but informed obstetric opinion which I have canvassed leads me to conclude that there is an added danger. It is apparent that in neither situation is the danger of any significant magnitude if it is appreciated by both obstetrician and anaesthetist, and if certain ground rules for monitoring the progress of labour, and for ensuring that delivery is conducted by a competent and experienced obstetrician are followed. However, if the provision of epidural blocks for patients in each of these groups were universally encouraged to the extent that it was applied uncritically in those Obstetric Units in which an epidural service was in an early phase of development, there might well be a disaster which would bring into disrepute the technique of epidural block as a whole. Obstetricians, midwives and anaesthetists all have much to learn about the monitoring and the peculiar characteristics of labour and delivery as they progress when an efficient block is present. I estimate that it requires several hundreds of these cases to have passed throughout a department before all pertinent members of the medical and nursing staffs achieve a standard of familiarity with these matters sufficiently high for them to engage in providing a block for patients who are not "straightforward" in the terms under discussion. For these reasons it is only now, after we have performed more than 2,000 lumbar epidural blocks, that we are beginning to accept, for this treatment, patients who have had a Caesarean section, some patients with breech presentation (but, as yet, none with multiple pregnancy), and a large proportion of those who have a history of chronic low back pain.
To an extent this might be castigated as an example of the attitude "Don't do as I do, do as I say", but I am still strongly of the opinion that it would be unwise for
